We describe a unique method for producing province-wide and selected regional birth and death statistics for the First Nations population. We identified births and deaths of persons with Indian Status in the province of British Columbia, Canada, using three databases: the Vital Statistics Agency's database of births and deaths, the Department of Indian Affairs' Indian Status Verification File and the provincial health insurance plan's Status Indian Entitlement file. A birth or death was considered Status Indian if the person was so identified in any of the three sources. From 1991 through 1998, 24,159 live births were identified as Status Indian: 54% by all three sources, 29% by two sources and 17% by one source. In the same period, 5,680 Status Indian deaths were identified: 28% by all three sources, 38% by two sources and 34% by one source. Deaths were grouped by Underlying Cause and rates in each category were age-standardized for comparison to the general population. This project underscores the importance of using more than one database to ensure complete counting. Otherwise, birth and death rates will be underestimated. This has implications for national reporting if each province does not have a comparable system. (Int J Circumpolar Health 61; Keywords: Aboriginal, North American Indian, First Nations, Canada, British Columbia, Vital statistics
Services Branch of Health Canada with the names blanked out. Each Certificate had a box to check if the recorder believed the newborn or the deceased to be Status Indian. Thus, only Certificates with this box checked would be entered into this database. In the mid 1980s, new federal and provincial legislation regarding privacy were introduced. Indian and Nor thern Affairs Canada interpreted this to mean that information of this kind could not be shared and Medical Services Branch was no longer given these certificates for compilation of bir th and death reports. Thus, Pacific Region was unable to repor t from about 1982 until 1991 when a new system of reporting was developed.
With the restructuring of the provincial Vital Statistics Agency in the late 1980s and the development of a special research unit in that agency it was possible to work together in the development of a state-of-the-ar t bir th and death repor ting system. The Medical Services Branch contracted with the Vital Statistics Agency for the development of a system for annual reporting of bir th and death statistics for the Status Indian population of British Columbia and arranged for the purchase of a sophisticated software system for use by the agency for the matching of Status Indian registers against the total number of deaths from all causes for the entire population of the province. Births were matched in the same way. Under this contractual arrangement, the Status Verification File of Indian and Northern Affairs Canada could only be used for the specific purpose of producing these birth and death repor ts. The process of getting approvals and setting up the system took about one and a half years from inception. The first repor t was produced in 1991.
METHODOLOGY
This project uses a unique methodology to identify the Status Indian births and deaths in British Columbia and to produce provincial and regional Status Indian population estimates.
Status Indian people (i.e., persons recognized as having Indian Status as defined by the Indian Act of Canada) are one par t of the broad group of Aboriginal people in British Columbia. There is considerable interest in the health status of Aboriginal peoples, whether Status Indian, "non-Status Indian" (i.e., persons of Nor th American Indian ethnicity who do not qualify for Indian Status), Métis or Inuit. In British Columbia, relevant data exist only for Status Indian people. The sources used to identify Status Indian births and deaths were the British Columbia Vital Statistics Agency, the Medical Services Plan of British Columbia (the province's universal health insurance program) and Indian and Northern Affairs Canada. Status Indian people were the only Aboriginal group that could be identified from these sources.
Using this information, annual reports are produced that list the bir th-related and mortality statistics for the combined Status Indian population resident on-and off-reserve. These are compared to all other British Columbia residents. The major sources of data were the British Columbia Vital Statistics Agency's statistical database ("VS") of information extracted from the registration of births and deaths, including demographic information, medical information related to the bir th or cause of death and whether or not the individual had Indian Status. In addition, two other data bases were used to identify Status Indian persons who were resident in the province: the Indian Status Verification File ("SVF") maintained by Indian and Northern Affairs Canada and the Medical Services Plan of British Columbia's Status Indian Entitlement file ("MSP") which lists Status Indian people who have registered to have their premiums paid by Health Canada. (Only two provinces in Canada, British Columbia and Alber ta, require registrants in their health insurance programs to pay premiums. In order to maintain a uniform standard of access to physician and hospital services for Status Indian people across Canada, the federal government pays the premiums for Status Indian people in these two provinces). Using a sophisticated computer matching process, a birth or death in the VS database was considered to be a Status Indian event if the individual was identified as Status Indian in any of the three sources.
Using a combination of the VS, MSP and SVF files, 24,159 live bir ths in the eight year period 1991-1998 were identified as Status Indian events (see Table I ). More than half (53.6%) of all births were identified by all three sources, another third (29.5%) were identified by two sources and the remaining 17.0% were identified by only one of the three sources.
Using a combination of the VS, MSP and SVF files, 5,680 deaths in the eight year period 1991-1998 were identified as Status Indian events (see Table II ). More than a quarter (27.8%) were identified as Status Indian in all three data sources, two fifths (38.0%) were identified in two and the remaining third (34.2%) by only one source.
By definition, every Status Indian newborn or deceased person should be found in all three data bases. For bir th statistics, there are reasonable explanations for the proportion which are found in only one or two databases. Status Indian parents need to apply for an Indian Status registration number for their child and need to register their child for coverage by the Medical Services Plan of British Colum- bia. There is usually a delay before these registrations occur and thus, for bir ths, there will always be incomplete data, particularly for the most recent year because there has been less time for repor ting. For mortality data, the individual may be in all three databases but under variations of their name which prevented a match. Over time, the propor tion of events identified by the three sources has increased each year, while the events identified by only one source have decreased.
At the same time as the birth and death statistics project was underway, the Vital Statistics Agency had been working on a system to accurately compile population estimates for the Status Indian population of British Columbia. These population estimates are based on the Status Indian Entitlement File maintained by the Medical Services Plan of British Columbia which contains the name, gender, date of birth and mailing address of each Status Indian person registered with the Plan. The MSP file was adjusted for bir ths and deaths by cross matching with historical annual files from the British Columbia Vital Statistics Agency.
Population estimation is a complex undertaking. Using the MSP file as the basis for deriving population estimates has both strengths and weaknesses. On one hand, the addresses in the MSP file enable the project to produce regional population estimates not available elsewhere. On the other hand, since declaration of Indian Status is voluntary, the file might not include Status Indian persons who are registered with the Medical Services Plan but whose premiums are already paid by a spouse, an employer or a social assistance program. Overall, the MSP file was considered to be the best available source for estimating the Status Indian population living in British Columbia. The British Columbia Vital Statistics Agency is working with First Nations and Inuit Health Branch to further develop the population estimate methodology.
All three databases (VS, SVF and MSP) include address information, so we can produce statistics for selected regions of the province. But at present we cannot distinguish between persons living on Indian Reserves and those residing off-reserve.
DISCUSSION
Using this methodology it is now possible to produce cred- ible and detailed birth and death statistics for the Status Indian population of British Columbia. It is not possible in this paper to report on these statistics but these annual repor ts are available in hard copy [1] and will soon be on the World-Wide Web.
From the above information, it is apparent that unless an attempt is made to capture complete data, gross under reporting is possible. For example, before this system was utilized, the number of deaths reported among Status Indian people in any one year was about half the present number. Unless similar data capturing systems are utilized in other jurisdictions, it is best not to attempt to compare rates in one province with those in another or to roll up data on a national basis.
Work is presently being under taken with the National Vital Statistics Registrars Association to improve the reporting of bir ths and deaths for the Status Indian population across Canada. This will take some time to implement but will ensure a credible provincial and national reporting system.
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Vancouver, BC V6C 3E6 Canada E-mail: John_David_Martin@hc-sc.gc.ca his study was designed to track the prevalence of HTLV infection in First Nations people entering several residential alcohol and drug treatment centres in British Columbia.
Human T-cell lymphotropic virus (HTLV) is a retrovirus, similar to HIV, but which replicates at a much slower rate. The virus is spread through breastfeeding, by sexual transmission (mainly male-to-female), and parenterally, by blood product transfusion and injection drug use. HTLV-I and II are endemic in various populations around the world; they also are found in intravenous drug users (IDUs). 
T
Central, and Nor th America, including in BC First Nations (7, 8) . Phylogenetic studies have been unable to conclusively determine the source of the viruses in Amerindians, but the best available evidence suggests that they were present in at least one wave of the original colonization of the Americas 15,000 to 40,000 years ago.
HTLV-I infection is prevalent in central Africa and southern Japan; there are also clusters in isolated populations in northern Iran, the Philippines, Papua New Guinea, nor thern Australia and in other scattered pockets of indigenous peoples throughout the world (1, 12) . Several strains of the virus are known to be present in coastal First Nations people in British Columbia (8); they show similarities to strains from Japan (8) HTLV-II is endemic in many Indian tribes in Nor th and South America (10) . It is also the predominant strain encountered in the intravenous drug user population in the United States (11) . It has yet to be conclusively proven that HTLV-II causes any illness in those infected. Preliminary epidemiologic data suggests it may be associated with an increased relative risk of various infections, including abscesses, pyelonephritis, pneumonia, and possibly tuberculosis (3, 4) . Several cases of neurologic disease, similar to HAM/ TSP, in the setting of HTLV-II infection have been repor ted. Repor ts of a link between HTLV-II and lymphoproliferative disorders have not been supported by epidemiologic evidence.
METHODS
The testing program, which began in January 1992, consists of an information workshop on sexually transmitted diseases and voluntary testing for HIV, viral hepatitis, HTLV-1 and HTLV-2 (the results for HIV and Hepatitis B testing are reported separately). Par t-time nurses are hired and trained to coordinate the program.
All clients are offered the education workshop within two weeks of entering the centres. Clients are given the oppor tunity to par ticipate in the testing program; those par ticipating are given pre-test counseling by the nurse, and post-test counseling is carried out if at all possible prior to discharge from the centre.
Blood is submitted to the Provincial Laboratory at the British Columbia Centre for Disease Control Society in Vancouver, where testing by ELISA, with confirmation and viral typing by Western Blot, is performed. The provincial laboratory can usually determine the HTLV type present in positive tests, although occasionally the result is indeterminate; these results are excluded from the final analysis. The rate of positive tests were treated as negative results. The staff at the provincial laboratory and the researchers at the University of British Columbia provide, receive, and enter the test results in such a way that individuals cannot be identified except by the study nurses, in order to preserve confidentiality. The data are collected and repor ted by one of the investigators (RGM) at the Department of Health Care and Epidemiology, Faculty of Medicine, University of British Columbia.
RESULTS
A total of 1,953 men and women were tested.
In males the rate of HTLV-1 infection is 3.1/1000 (95% CI 0.0-6.5/1000). For females the rate is 8.3/1000 (95% CI 2.6-14.0/1000). The overall rate is 5.6/1000 (95% CI 2.3-9.0/1000). When looked at by region, 8 of 10 positives were from Vancouver Island (Nanaimo or Campbell River regions).
For HTLV-II, the rate in males is 15.3/1000 (95% CI 7.6-23.0/1000), and in females 20.8/1000 (95% CI 11.8-29.8/ 1000). The overall rate is 17.9/1000 (95% CI 12.0-23.8/ 1000).
The rate rates of positive tests for HTLV-I and HTLV-II have not changed over the years (Table I) .
DISCUSSION
For HTLV-I, the infection rates in this population are similar to rates of HIV (3.7/1000) and to chronic hepatitis B infec- tion (3.0/1000) (2). The seroprevalence rate of HTLV-I infection in clients entering First Nations alcohol and drug treatment centres (5.6/1000) is higher than that among volunteer blood donors in the United States (0.9/1000) (5), but lower than in some endemic areas, where seroprevalence rates are as high as 15% (8) . The relatively high HTLV-I rate found on Vancouver Island is consistent with studies done by Oger and Werker, who found higher HTLV-I prevalence in coastal communities in BC (6) . The overall HTLV-II rate of 17.9/1000 is similar to the prevalence of 16/1000 repor ted in samples drawn in the 1980s from the NuuChah-Nulth of Vancouver Island (7), and higher than the rate in US blood donors of 2.2/1000 (5).
Rates of HTLV-II infection were three times higher than HTLV-I. The predominance of HTLV-II infection in this study, while typical of many more southern Native Americans, contrasts with the predominance of HTLV-I recently found in the Nuu-Chah-Nulth (7); this may reflect parenteral transmission of HTLV-II through intravenous drug use in our study population. The rates of positive tests for HTLV-I and HTLV-II have not varied much by year (Table II) .
There is no treatment currently available or recommended for either HTLV-I or HTLV-II infected individuals. Those that test positive are notified of their status and told to inform their family physician. These individuals are advised to take precautions (condom use, avoid breast feeding and sharing of needles) to prevent virus transmission. Their contacts are not tested and it is not known whether they abide by the advised precautions. Health practitioners in British Columbia, including physicians and community health nurses, were provided HTLV information in a comprehensive media campaign conducted in 1994.
At present there is no central registry and no way to effectively track those who test positive for HTLV. It is the authors' opinion that there is a need for an enhanced surveillance system to better track these individuals. This would permit them to be informed if there is a change in the availability of treatment, and could also be used for tracing if treatment options improve. In addition, these individuals could be followed to detect early disease in the HTLV-I infected and to determine whether the HTLV-II infected persons are at increased risk for any adverse health outcome.
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